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F O R E W O R D 

The Office of the Chief Medical Examiner of the State of Oklahoma has the sole responsibility for 

investigating sudden, violent, unexpected and suspicious deaths. Information gained from these 

medicolegal investigations is frequently required in the form of evidence and expert testimony in 

both criminal and civil legal proceedings. 

When a death occurs on the job or appears to be work-related, the results of the medicolegal 

investigation are of direct benefit to the family in order that insurance claims may be appropriately 

settled. These examinations also help identify potentially unsafe consumer products. The public 

health function of the medical examiner’s office is further apparent in the investigation of cases in 

which poisons or infectious agents are implicated. The identification of such dangerous elements 

allows the prompt implementation of treatment and preventive measures through coordination with 

Oklahoma's Public Health Agencies and OSHA. 

The staff of the Office of the Chief Medical Examiner recognizes and is sensitive to the personal 

tragedy surrounding an untimely or violent death. The staff members interrelate daily with families 

of victims and serve on many community related activities such as the Domestic Violence Fatality 

Review Board and the Child Death Review Board. Medicolegal education is offered to medical, 

dental, pharmacy, nursing students, physicians, police officers and lay groups having interest in 

topics to which the medical examiner relates. Cooperation with other state and federal agencies such 

as the Oklahoma State Department of Health and the Centers for Disease Control in Atlanta allows 

information generated by the medical examiner to be utilized in epidemiological surveillance and 

development of public health programs. 

Most importantly, the Office of the Chief Medical Examiner represents a resource of impartial 

professionals and support staff providing continuous objective medicolegal investigations to the 

people of Oklahoma. 
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M E D I C A L   E X A M I N E R   C A S E S   I N   2017 

B R I E F   S U M M A R Y 

In 2017, there were 39,321 deaths reported in the State of Oklahoma. Of these, 27,442 were reported 

to the medical examiner by medical and law enforcement personnel. Based on the analysis of the 

scene and circumstances of death and the decedent’s medical history, the medical examiner assumed 

jurisdiction in 22,784 of these reported deaths. Of these, 20,512 were investigated because they were 

going to be cremated, shipped out of state or ultimately made unavailable for pathological study. 

Throughout the presentation and discussion of data that follows, except where stated, these cases are 

excluded. 

Complete investigations and examinations were performed in 6,453 cases. 3,022 were investigated 

on-scene, 4,882 bodies were transported to the central or eastern medical examiner’s office, and 5 

bodies remained unidentified. 2,203 cases were selected for autopsy. Autopsies by forensic 

pathologists were not performed in deaths where scene investigation, circumstances, medical history, 

and external examination of the body provided sufficient information for death certification. 

Specific presentation of relevant tables regarding 2017 cases follows this brief summary. 
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OFFICE OF THE CHIEF MEDICAL EXAMINER 

STATE OF OKLAHOMA 

The Oklahoma Medical Examiner's system came into being in 1961. It was without funding until 

1967. The Office of the Chief Medical Examiner of the State of Oklahoma operates under the 

control of the Board of Medicolegal Investigations through the provisions of the Oklahoma Statutes. 

The office is directed by the Chief Medical Examiner who is a licensed physician, trained and 

certified in forensic pathology, the branch of medicine concerned with the investigation of sudden, 

unexpected, violent or suspicious death. The office provides toxicological and pathological services 

to aid in the investigation of death defined by law as being subject to public inquiry. 

In the State of Oklahoma, the medical examiner is an officer of the state who is charged with certain 

statutory powers and duties as well as the medical aspects of death investigations.  

The law requires that all human deaths of the types listed below must be reported to the medical 

examiner and investigated by him. 

1. Violent deaths, whether apparently homicidal, suicidal or accidental including but not limited to

deaths due to thermal, chemical, electrical or radiation injury and deaths due to criminal

abortions, whether self-induced or not.

2. Deaths under suspicious, unusual or unnatural means.

3. Deaths related to disease which might constitute a threat to public health.

4. Deaths unattended by a licensed medical or osteopathic physician for fatal or potentially fatal

illness.

5. Deaths of persons after unexplained coma.

6. Deaths that are medically unexpected and that occur during a therapeutic procedure.

7. Deaths of any inmate occurring in any place of penal incarceration.

8. Deaths of persons whose bodies are to be cremated, buried at sea, transported out of state or

otherwise made ultimately unavailable for pathological study.
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FAMILY ASSISTANCE 

The Office of the Chief Medical Examiner is the sole entity responsible for establishing the cause 
and manner of death for the State of Oklahoma in types of deaths specifically defined by Oklahoma 
Statute. Deaths caused by homicide; or those of a suspicious nature, obviously generate a substantial 
amount of interest from family members, friends, the general public and the media. The State of 
Oklahoma averages several hundred of these deaths per year. 

Relatives and friends of these decedents unfortunately can get lost in the whirlwind chaos of the 
aftermath of the victim’s death. When informed and confronted with their unexpected loss they can 
be left alone trying to determine what actually occurred and what to do next after a buildup of 
disbelief regarding the death of their loved one or friend. 

As a result of several major catastrophes in Oklahoma and the everyday experiences of personal 
tragedies by numerous families, this Agency became painfully aware of the countless questions 
individuals seek. The search for prompt answers to their questions seems to never end. 

Since 1999, with the assistance of a federal grant from the Victims of Crime Act (VOCA) through 
the U.S. Department of Justice and monitored by the Oklahoma District Attorney’s Council, the 
Office of the Chief Medical Examiner has been able to greatly expand its services to assist families 
and friends of those who suffer violent deaths with the creation of the Family Assistance 
Coordinators. The Central and Eastern Offices each have a coordinator available. 

The coordinators ensure that medical and investigative information is provided to families and 
friends without delay. Efforts are made to get responses to their countless inquiries about medical 
questions, circumstances as to the cause of death and what to expect from a variety of other agencies 
they are introduced to because of death. The Family Assistance Coordinators keep in close contact 
with the families and friends as the case proceeds through the many facets of the death investigation. 

In addition, the Family Assistance Coordinators keep families informed as to the many monetary 
benefits available to them through the VOCA Grant. These benefits assist families with the 
burdensome and frequently unexpected out-of-pocket expenses for funeral costs, economic losses, 
medical costs and professional grief counseling. 

Coordinators also assist in informing families and friends of what they may encounter from their 
unexpected introduction into the criminal justice system. By communicating closely with other 
victim or community services, relatives and friends are better prepared for the sometimes cruel and 
unbelievable circumstances surrounding their loved one’s death. 

As a result of this Agency’s dedication in dealing with the various family issues and questions which 
arise from traumatic deaths, a development of trust and dependability has been created between the 
Office of the Chief Medical Examiner and the families and friends it serves. 
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2017 
39,321 TOTAL DEATHS IN OKLAHOMA 

27,442 REPORTED TO THE MEDICAL EXAMINER 

4,658

2,725

18,506

4,253

2,203

Jurisdiction Waived

Transport Out Of State

Cremations

External Examination

Autopsies
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69%% of all deaths in Oklahoma were reported to the Medical Examiner. 

*4,184 of the cases cremated/transported out of state were also medical examiner
cases for other reasons and were examined and/or autopsied. 

Additionally, 719  were dual permits, meaning a permit was issued for  
both cremation and transport out of state. 

3 autopsies were ordered by District Attorney(s) due to the death(s) occurring  
outside the state of Oklahoma. 



Page 5 

MEDICAL EXAMINER CASES 
ASSUMED JURISDICTION 

TOTAL 6,453 

321, Homicide 5%

760, Suicide 12%

262, Undetermined 4%

2397, Natural 37%711, Traffic 11%

2002, Accidental 31%
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MEDICAL EXAMINER CASES AUTOPSIED 
TOTAL 2,203 

321, Homicide 15%

154, Suicide 7%

184, Undetermined 8%

699, Natural 32%

111, Traffic 5%

731, Accidental 33%

3 autopsies were ordered by District Attorney(s) due to the death(s) occurring  
outside the state of Oklahoma and not within our jurisdiction. 

Therefore, the statistics of those cases are not included in the chart above. 
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MEDICAL EXAMINER CASES FOR 
EXTERNAL EXAMINATION ONLY 

(NO AUTOPSY) 

TOTAL 4,253 

0, Homicide 0%

606, Suicide 14%

78, Undetermined 2%

1698, Natural 40%

600, Traffic 14%

1271, Accidental 30%
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HOMICIDE DEATHS ‐ 321 
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SUICIDE DEATHS ‐ 760 
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ACCIDENTAL DEATHS ‐ 2,002 
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TRAFFIC DEATHS ‐ 711 
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NATURAL DEATHS ‐ 2,397 
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Deaths that are classified as natural are those that occur in conformity with the ordinary course of 

nature. They generally come under the jurisdiction of the medical examiner because they are 

sudden and unexpected, often in individuals who are not being followed for any known potentially 

lethal disease. Some come to the attention of the medical examiner because circumstances 

surrounding the death arouse suspicion. In 2017, 2,397 deaths were certified by the medical 

examiner as attributable to natural causes. Of these, 1,647 (69%) were attributed to cardiovascular 

disease. 
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CARDIOVASCULAR BY TYPE ‐ 1,647 
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UNDETERMINED DEATHS ‐ 262 
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CHILD DEATHS ‐ 303 
(Under 18 years old) 

86, Undetermined 28%

24, Homicide 8%
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74, Accidental 24%
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INFANT DEATHS – FIVE YEAR COMPARISON 
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INFANT DEATHS CLASSIFIED BY MONTH 

3

13

6

7

9

3

4

5

6

9

6

5

0 0 0 0 0

2

1

0

1 1 1

00 0 0 0 0 0 0 0 0 0 0 0

3

2 2

1

4

6

2

3

4

5

2

5

0

1

2

1

0

1

0 0 0 0 0 00 0 0 0 0 0 0 0 0 0 0 0
0

2

4

6

8

10

12

14

JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC

UNKNOWN HOMICIDE NATURAL ACCIDENT TRAFFIC SUID



Page 18 

INFANT DEATHS CLASSIFIED BY GENDER 
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INFANT DEATHS CLASSIFIED BY RACE 
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INFANTS UNDER 12 MONTHS BY AGE 
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JURISDICTION ASSUMED 
TEN YEAR COMPARISON 
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CASES AUTOPSIED 
TEN YEAR COMPARISON 
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ACCIDENT CASES INCLUDING TRAFFIC 
TEN YEAR COMPARISON 
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HOMICIDE CASES 
TEN YEAR COMPARISON 
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NATURAL CASES 
TEN YEAR COMPARISON 
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SUICIDE CASES 
TEN YEAR COMPARISON 

539

593
582

648

696
672

661

731

793

829

760

0

100

200

300

400

500

600

700

800

900

2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017



Page 27 

UNDETERMINED CASES 
TEN YEAR COMPARISON 
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CREMATION CASES 
TEN YEAR COMPARISON 
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OUT OF STATE CASES 
TEN YEAR COMPARISON 
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JURISDICTION WAIVED 
TEN YEAR COMPARISON 
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TOP 25 DRUGS DETECTED 
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